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.~~~~~~~~, ' tinued to the time of admission. ,No blood had been seen in the stools, though Hb had fallen to 47%. He lost 2 stones in weight with increasing lassitude, anorexia, and latterly swelling of his ankles. On the day of admission he was febrile and the abdomen was distended with an illdefined tender mass palpable in the left side. On the following day signs of peritonitis were prese'nt. Operation (11.8.60) : At laparotomy, free turbid fluid was found in the peritoneal cavity. The transverse colon was grossly thickened and inflamed and there appeared to be a small perforation in the centre of the thickened area. There was marked enlargement of the ileoczecal and middle colic lymph glands. Subtotal colectomy with ileostomy was carred out with exteriorization of the distal cut end of the colon.
Operiation specimen: Commencing about 13 cm from the ileoczecal valve, the ascending colon showed multiple polyposis without surrounding colitis; this area in the proximal 13 cm of the transverse colon showed a combination of extreme polyposis with cedema of the intervening mucosa and massive thickening of the bowel wall up to 2 cm. There was obvious fibrinous peritonitis in this region and the appearance suggested that a perforation had taken place, though the exact site was not found. At the end of the transverse colon the inflammation disappeared but the extreme mucosal polyposis continued to within 8 cm of the distal end of the specimen. Microscopy showed massive necrosis of a pigmented adenomatous polyp in the ascending colon (Fig 2) . In the transverse colon, most of the mucosa was necrotic, the muscle was cedematous and there was acute septic pericolitis with abscess formation.
Subsequent course: His immediate progress was good and he regained almost 2 stones in weight. Sigmoidoscopy in February 1961 revealed no evidence of polypi in the rectum or remaining colon. Two episodes of ileostomy obstruction occurred. After the second episode, ileosigmoid anastomosis was performed on 20.4.61. He has remained well since with one formed motion daily.
Psoriasis in Association wtih Hypocalcaemia P R Montgomery MRcP
Woman, aged 63 History: Subtotal thyroidectomy was performed for thyrotoxicosis in 1946; following this the patient felt as if her mind were wandering, had tinglings in the arms and legs, and tetanic cramps occurred. Chvostek's sign was negative but Trousseau's sign was positive. She was treated with intravenous calcium gluconate and her symptoms subsided.
In 1947 she complained of many hypochondriacal and anxiety symptoms, for which she attended a psychiatrist and was admitted to a mental hospital.
In 1954 she was thought to be myxcedematous and was treated with thyroid extract 60 mg daily. 22.6.60: Left lens extraction for cataract. 6.6.62: Right lens extraction. Some endophthalmitis followed. October 1962: Admitted for right endophthalmitis and referred because of her psoriasis. She was found to have extensive classical psoriasis which she said began within a month or two of thyroidectomy in 1946. Serumn calcium 7-8, ionizable calcium 3*3 (normal 4*0( 5 6; hyperparathyroid range 3 -0-25), inorganic phosphate 5-9 mg/100 ml (normal adult 2 5-4 5).
Treatment and progress: A low phosphate diet, calcium lactate 1 -2 g t.d.s. and calciferol 100,00 units t.d.s. produced great improvement both in. her general symptoms and in her psoriasis.
Comment
It is thought that this patient's cataracts, and probably most of her mental disturbance too, were due to the hypoparathyroidism. Psoriasis has long been thought to be associated with hypocalczmia. In several cases (Vickers & Sneddon 1963) the psoriasis has been observed to fluctuate with the blood calcium, being severe when it is low and clearingwhen it is high. It is not suggested, however, that a low blood calcium is the specific cause for psoriasis, nor that psoriasis is the only skin disorder provoked by a low blood calcium. The following cases were also shown: Acute Rupture of the Knee in Rheumatoid Arthritis A St John Dixon MD MRCP W S, male, aged 54. Store manager History: First attack of rheumatoid arthritis began at the age of 40, when many joints were affected, but changes persisted only in the hands and feet. He remained at work, requiring little or no treatment until early in 1964 when the hands and left foot became more painful. On 4.3.64 he was referred to the Rheumatology Department at St Mary Abbots Hospital.
On examination: Knees clinically normal, but there was active inflammation of the hands and left ankle. Nothing else abnormal was found except bilateral inguinal hernie. Elective operation on the latter was arranged (Mr Philip King) so that at the same time it could be seen to what extent the arthritis in the ankle would subside during a period free from weight-bearing. The ESR was 15 mm in one hour (Westergren). Serum tests for rheumatoid factor and X-rays of the hands and feet confirmed the diagnosis of rheumatoid arthritis.
In early April, while he was awaiting operation, both knees became swollen and painful. On Cases 20.4.64 he sustained a sudden pain at the back of the right knee spreading to the calf. This occurred during active knee extension, and was followed by diffuse swelling of the right lower leg with pitting cedema and induration of the calf. In May he was admitted to the surgical ward for herniorrhaphy. At this time the girth of the right calf was 5 cm greater than the left and slight peau d'orange was present over it. Homans' sign was negative and no thrombosed veins could be palpated. Aspiration found a narrow tissue plane from which a few drops of slightly turbid viscous fluid could be withdrawn. The calf swelling subsided with bed rest but did not disappear. With increased mobility after discharge his arthritis became worse and the swelling in the right calf became particularly painful. When seen again as an outpatient he was in considerable pain. With the relapse of the arthritis the left knee became tensely swollen, but the right knee did not, presumably because it was able to discharge the synovial fluid into the calf, which at this time was so hard that surgical decompression was considered because of the danger of ischamic necrosis of muscle. However, the calf decompressed itself by prolonged drainage through a needle puncture wound made in an unsuccessful attempt to find a collection of fluid to aspirate.
